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On the Secondary Operation for Complete Rupture 
of the Perineum. 

By JOHN EDGAR, M.A., B.Sc., M.B., C.M., F.F.P.S.G., Professor of 
Midwifery and Gyncecology, Anderson’s College Medical School; 
Surgeon, Glasgow SamaTitan Rospital  f o T  Women. 

IN his Presidential Address, delivered on 21st June, 1905, before the 
Fellows of the Glasgow and Edinburgh Obstetrical Societies, 
Dr. Cullingworth gave a singularly lucid and able description of the 
mode of performing this operation, which he himself had adopted. 
The paper, together with six diagrams, was published in the July 
number of this JOURNAL. In the course of his remarks, Dr. 
Cullingworth expressed the opinion that discussion on such a familiar 
topic ought to be helpful, as he did not think that the last word had 
yet been spoken on the subject. I quite agree with him in this 
opinion, and as the time allotted fo r  discussion was too limited to 
permit a free exchange of views, I desire to  adopt this method of 
giving the results of my experience. 

For several years I tried several modes of incision and of suture, 
including that advocated by Dr. Cullingworth, but was not completely 
satisfied with any of them until two o r  three years ago I came to 
adopt the method described below. The main feature of difference 
between it and Dr. Cullingworth’s lies in the mode of application of 
the sutures. If we study Plate 111. in Dr. Cullingworth‘s paper, we 
see that when the sutures marked “ D ”  are tied, the result is 
necessarily the formation of a spur, though it may not always be so 
prominent as shown in Fig. 6.  It is evident that this is not normal, 
and runs counter to  the condition, rightly emphasised by the writer 
himself, that the perineum should be restored “ as nearly as possible 
to its original size and shape.” In  one case in which I operated by 
this method the resulting spur became subsequently hypertrophied 
and caused such annoyance to  the patient that she requested a 
second operation f o r  its removal. I trust I shall be able to show that 
the vaginal flap may be retained in such a way that no spur will 
result, but that, on the contrary, it will form part of a firm perineal 
body of as nearly a8 possible the normal size and shape. 

The Incision and Dissection. After having the parts thoroughly 
scrubbed, a narrow strip of iodoform gauze, 15 inches long, with a 
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piece of silk thread attached to one end, is introduced into the 
rectum. The sides of the perineum are caught with bullet-forceps 
and drawn by the assistants directly towards the operator SO as to 
stretch the recto-vaginal septum. The operator’s left index-finger, 
protected with a thin rubber finger-stall, is then inserted, palmar 
surface forwards, into the rectum, and a knife, held in the right 
hand, is introduced slowly and carefully into the centre of the 
septum as far as may be necessary. This will vary according to the 
depth of the perineal laceration, but in all cases it must be sufficiently 
deep to ensure (1) a good perineal body, and (2) a sufficiency of raw 
surface to prevent the occurrence of a recto-vaginal fistula. When 
the knife has been introduced to the proper depth, it is quickly 
carried outwards, and then in a curve forwards to the posterior 
margin of the labium minus. One of the assistants then catches the 
vaginal flap with bullet-forceps, and the knife is re-introduced in 
the middle line and a similar incision made on the other side. The 
assistants now depress the sides of the perineum with the two lateral 
forceps and raise the vaginal flap with the third pair, and the 
operator quickly completes the dissection. The whole process should 
not take more than about a minute.* 

After withdrawing the finger from the rectum and stripping off 
the finger-stall with a piece of sterilised gauze, two short cuts ape 
made backwards from the extremities of the transverse portion of 
the incision to the outer edge of the two dimples which mark the 
divided ends of the sphincter ani, and the portions of skin between 
the two incisions and the edge of the rectal mucous membrane are 
dissected off. In this way the ends of the sphincter are exposed. 
Like Dr. Cullingworth, I have never found it  necessary to dissect 
out the ends of the muscle. The volsellum forceps are then removed. 

The advantages of this method of incision and dissection are :- 
(1) The rapidity with which it ie effected; (2) the freedom from risk 
of perforating the rectum or vagina; (3) the protection of the finger 
by the rubber finger-stall : this is important in view of the subsequent 
manipulations; (4) the certainty of securing a sufficiently large area 
of raw surface and thus ensuring union of the whole area and the 
formation of a good perineal body. 

Suturing the Tesulting Taw swface.  The first suture to be inserted 

*For the last nine or ten years I have adopted the same method of 
incision and dissection in the performance of the operation of posterior 
colporrhaphy, except that, of course, the knife is not inserted midway 
between the rectum and the vagina, but immediately beneath the vaginal 
mucous membrane, and the vaginal flap is completely removed. 



172 Journal of Obstetric8 and Gymcology 
is one in the centre of the edge of the vaginal flap. This closes the 
gap caused by the original tear,and it serves as a tractor by means of 
which one of the assistants keepe the vaginal flap raised forward 
during the application of the other eutures. Rectal catgut sutures 
are then inserted in the manner described by Dr. Cullingworth, and 
finally the perineal sutures are pas&. It is best to tie each rectal 
suture before inserting the next, but the perineal sutures should be 
left untied until all have been passed. 

As a rule, four o r  five perineal sutures are su5cient, though 
sometimes one or two superficial ones may be required between the 
deep ones. 

1. A short, stout, curved needle, armed with silkworm gut, 
and held in a needle-holder, is inserted on the patient’s left 
side at a point in Fig. 5 indicated by the lowest of the four sutures 
marked “ D,” and, curving it first outwards and then inwards, so aa 
to get a good hold of the levator ani, it is brought out on the raw 
surface at a point in front of the fifth or sixth dot of the dotted line 
representing Dr. Cullingworths buried suture. It is then made to 
traverse horizontally the middle of the raw portion of the vaginal 
flap at a level corresponding with the second of the sutures marked 
“ D,” and finally it is passed through the right side of the perineum 
in the same way as on the left side, but, of course, in the reverse 
direction. 

2. The next suture is passed in the same fashion through the 
sides of the perineum at the level marked by the uppermost of the 
four sutures marked “C,” and including the raw surface of the 
vaginal flap at the level of the third of the “ D ” sutures. 

3. The third suture, introduced at the point marked by the 
second “ C ”  suture, after emerging well down the side of the wound, 
is passed through the tissues at the bottom of the wound and then 
inserted and brought out at corresponding points on the right side. 

4. Finally, a suture is passed from behind forwards through the 
left extmmity of the divided sphincter ani, and in the revere 
direction through the right extremity in the manner shown by the 
lowest suture in Fig. 4. 

5. If necessary, a fifth suture is passed between the laat two. 
These sutures should now be tied, lowest first and uppermost last. 

The surface should be mopped out immediately before tying each 
suture, and then the vagina should be thoroughly douched, the rectal 
tampon removed and the sutures brought together and tied in a 
bunch. 

After-treatment. No dressings should be used; they are 
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unnecessary, and should they become soaked with discharges, they 
may prove a source of mischief. Like Dr. Cullingworth, I never 
order vaginal douching unless it is indicated by the presence of a 
septic discharge, which is practically never the case. As fresh urine 
is sterile, I forbid the use of a catheter unless absolutely necessary. 
In this way the risk of setting up cystitis is obviated. The nurse is 
simply instructed to run some antiseptic solution over the parts 
immediately after micturition and defecation. The bowels are 
moved on the third morning (48 hours) after the operation by means 
of a dose of castor oil, and thereafter every day or every second day. 
I agree with Dr. Cullingworth in protesting against the system of 
keeping the bowels unopened for eight or ten days, a method still 
practised by some operators. The sutures are removed, as a rule, on 
the twelfth day. 




